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Introduction 
Aspiration of foreign bodies (FB) is more often 
seen in paediatric patients than in adults. Sometimes 
the exact moment of aspiration cannot be retraced. 
Depending on the FB composition and the location 
of the FB in the tracheobronchial tree, it is possible 
that aspiration remains undetected and asymptom- 
atic for a long period of time. 
Removal of FB is mainly performed using the rigid 
bronchoscope. This technique enables the inspection 
of the central airways only and the more peripheral 
located FB may remain undetected. With the use of a 
fibre optic bronchoscope, the peripheral branches of 
the tracheobronchial tree can be inspected more 
adequately, and a complete removal of FB can be 
performed. 
We describe a patient who aspirated a FB during 
his childhood. Removal at that time was assumed 
to be complete using the rigid bronchoscope. Due 
to a necrotizing pneumonia 16 yr later and the devel- 
opment of bronchiectasis of the obstructed lung 
parenchyma, incomplete removal of the FB became 
clear. 
Case Report 
A 30-year-old male visited the emergency room of 
our hospital. He had continuous high fever of 40°C 
for 9 days and suffered from a painful right thorax. 
Before this episode, he had been healthy and smoked 
20 cigarettes per day since 14-years-old. He coughed 
up purulent sputum primarily during the night. At 
physical examination, the man was slightly dysp- 
noeic, temperature was 39.8”C. The lateral part of 
the right hemi-thorax had a diminished breath sound 
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and pleural rub was heard. Arterial blood gas 
analysis showed: pH 7.49, PaO, 61 mmHg, PaCO, 
32 mmHg and a SaO, 85%. Laboratory findings 
demonstrated an elevated erythrocyte sedimentation 
rate of 90mm hK’ and a leucocytosis of 
19.1 x 109 1~ ‘. The differential count was 11% stabs 
(n: O-5%); 77% granulocytes (n: 45-75%); 5% lym- 
phocytes (n: 20-35%) and 7% monocytes (n: 2-10%). 
The chest X-ray showed extensive consolidation of 
the right lower lobe with multiple air-fluid levels 
[Plate 1 (a), (b)]. The first fibre optic bronchoscopic 
examination revealed copious purulent secretion, 
coming from the right lower lobe. The bronchial 
mucosa showed signs of severe inflammation. 
Although the peripheral airway of the right lower 
lobe could not be thoroughly inspected due to the 
secretion and inflammation, a FB was believed to be 
seen in the superior basal segment of the right lower 
lobe. Cultures of the bronchial secretions revealed the 
presence of Haemophilus parainjuenzae. Sputum cul- 
ture also indicated the presence of sporadic gram 
negative rods comprising of Klebsiella pneumoniae 
and Enterobacter cloacae. Blood cultures remained 
negative for micro-organisms. Intravenous anti- 
biotics were given to diminish the inflammation and 
secretion. In a few days the clinical situation of the 
patient improved. 
A second fibre optic bronchoscopy revealed a FB 
in the superior basal segment of the right lower lobe 
(RB6). This FB was gently removed using a forceps 
through the fibre optic bronchoscope. The FB was a 
conifer branch (Plate 2). Computed tomography of 
the thorax after the bronchoscopy demonstrated 
bronchiectasis of the superior basal lung segment of 
the right lower lobe (Plate 3). 
After informing the patient that a conifer branch 
had been found, the patient recalled to have aspirated 
a conifer branch 16 yr previously. At that time, 
removal of the FB was performed using a rigid 
bronchoscope under general anaesthesia. Currently 
the patient is doing well. 
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Plate I (a) Chest X-ray (posteroanterior view) at admission showing extensive consolidation of the right lower lobe. (b) 
Chest X-ray (lateral view) demonstrating several cavities with air-fluid levels. 
Lyltil~llll(llll~ttII~tIll~Illlfilt~~tttl(ttll(I 
Plate 2 Photograph of the conifer branch (cu. 11 cm) that 
was found in the apical segment of the right lower lobe. 
Diiussion 
Various case reports indicated that several kinds of 
FB can remain silent in the lungs for decades (1,2,3). 
The detection of FB of vegetable material is 
especially difficult since they act as local irritantia. 
Therefore their presence has been reported to be 
masked by several mechanisms comprising: inflam- 
matory reactions and granulation; local overgrowth 
of micro-organisms that use part of their constituents 
and motile characteristics (4,5). In contrast to reports 
of uneventful cases, this patient developed a post- 
obstructive (necrotizing) pneumonia and bron- 
chiectasis due to an incomplete removal of a conifer 
branch after a latency period of 16 yr. Bronchiectasis 
Plate 3 Coronal image from a CT scan of the thorax 
demonstrating bronchiectasis of the apical segment of the 
right lower lobe. 
and bronchial strictures are considered as late 
sequelae of the presence of a FB (1,6). Bronchiectasis 
causes stasis of bronchial secretions and favours 
the multiplication of micro-organisms and the 
induction of a chronic bronchitis or pneumonitis and 
may eventually lead to damage of one or more 
lobes (5). 
The present case brings up-to-date the discussion 
about the necessity to remove asyptomatic FB. To 
avoid these serious complications it is necessary to 
completely remove the FB at first presentation. In 
Active necrotizing pneumonia 141 
our patient this could eventually be achieved by using References 
a fibre optic bronchoscope since this scope has 
greater range and visibility compared to the rigid ” 
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